The majority of patients admitted to hospital with symptoms of acute asthma undergo a chest radiograph on admission. Routine admission chest radiography is aimed at identifying the important complications of asthma such as pneumothorax, pneumomediastinum and atelectasis as well as identifying treatable associated conditions such as pneumonia and heart failure. It is also necessary to rule out pulmonary tuberculosis before initiating steroid therapy.
Previous studies have reported a substantial yield of abnormalities on the admission chest radiographs of asthmatic patients.1' 2 However, others have suggested that it is unusual to find abnormalities that are likely to influence treatment in otherwise uncomplicated cases admitted with dyspnoea and wheeze. 3'4 It is clearly undesirable to irradiate a patient unnecessarily and to expend financial and time resources on an investigation with a poor return in detecting clinically significant lesions. To date there has been no large scale United Kingdom based survey of the radiographic findings in patients hospitalized with acute asthma.
SUBJECTS AND METHODS
We carried out a retrospective review of the radiographic features of all patients discharged from an inner-city district general hospital with a diagnosis compatible with acute asthma (International Class The frequency of radiological abnormalities on routine chest radiographs in adult asthmatics has been shown to be as low as 2.2%.10 It has therefore been suggested that many patients could be spared the time, the expense and the radiation of multiple exposures which rarely contribute to clinical management decisions. 11 A selective approach is recommended for patients presenting to the A&E department whereby radiographs are ordered depending upon clinical criteria such as acute deterioration,6 failure to respond to therapy12 or a history of immunosuppression.4 Guidelines produced by the British Thoracic Society and others recommend chest radiography to exclude pneumothorax in patients with severe acute asthma. 5 Patients admitted to in-patient beds represent the more severe end of the spectrum and it is usual for them to have a chest radiograph performed prior to admission.
There have been few studies of the frequency of radiographic abnormalities in adult patients admitted to hospital with exacerbations of obstructive lung disease. One group looked at 242 admission chest radiographs11 and another a total of 125 radiographs. 4 The only UK based study that we know of examined the radiographic findings in 135 adults and children seen in an A&E department.13 The range of significant radiographic abnormalities in these three studies was 10.4-14.8%. We are unable to report which particular radiographic technique was used to obtain the chest films in all cases. However, practical experience teaches us that the majority of these films will be single view anteroposterior films taken portably within the resuscitation area. This introduces another potential bias in our study. In a previous study the yield of major abnormalities was 34% when adult asthma patients received a standard erect posteroanterior and left lateral film.12 If anything then, our finding of major abnormalities in 14.8% is an underrepresentation.
In conclusion, this large scale review of radiographic findings on the admission radiographs of adult patients admitted to hospital with asthma has revealed an incidence of major abnormalities likely to affect treatment of 14 .8% of patients. Complications of asthma, such as segmental or greater atelectasis and important associated conditions such as pneumonia and heart-failure occurred relatively frequently. Pneumothorax and pneumomediastinum, even in patients with symptoms severe enough to cause their admission to hospital, occur rarely.
